civil life, such as those caused by machinery, by railway accidents, and by surgical operations. The questions asked in the circular were as follows:-(1) Can you mention any case of persistent contracture following injury or surgical interference occurring among civilian patients? Please indicate the nature of the lesion.
(2) What percentage would you roughly estimate such cases to form of the total number of cases of injury of the same type coming to your notice ?
(3) Were any of the cases of contracture contaminated by earth infection ?
(4) Did any of these cases receive a prophylactic injection of antitetanic serum ?
(5) What was the duration of the contracture ? Now, almost without exception, these questions were answered by the civilian surgeons in England in the negative. In fact I think that only in one case was the answer in the affirmative.
The question then arises why these cases of contracture should be almost wholly restricted to war wounds. Is there some factor in war wounds which tends to nerve irritation? Is that something wanting in civil wounds? Or is the tetanus toxin in reality at' the bottom of it?
To try to elucidate this question is the reason the Neurological and Surgical Sections have been asked to meet the Tetanus Committee of the War Office this evening.
The question for discussion, then, is: What is the cause of the localized contracture of the muscles of a wounded limb ?
As Dr. Wilfred Harris has brought some cases here, I think it might be better for him to demonstrate them now, before beginning the discussion.
Dr. WILFRED HARRIS.
I demonstrate these five cases as examples of different forms of local muscular contracture following upon wounds, none of which in my opinion has any connexion with tetanus.
Hysterical Contracture.-This first patient was wounded as long ago as September 25, 1915, at Loos, by a bullet which passed through the left forearm, breaking no bone, but severely damaging the ulnar nerve. He still has complete ulnar nerve palsy, both motor and sensory. He was blown up by a mine explosion a few months after he was wounded in the arm, and while being taken to the dressing station three hours after his injury he noticed the fingers of his left hand gradually drawing down, in the manner you see. They became more and more flexed, until now the four fingers at the interphalangeal joints are flexed to their limit. At first he could straighten his fingers by pushing them back; but that became more difficult, and now he cannot open them, and there is a shortening of tendons. No splint has been applied. I show it as a case of hysterical contracture following a wound. It has been suggested by some who have seen him that it might possibly be chronic local tetanus. I have seen a precisely similar state in a carpenter in civil life. While at work he wounded his hypothenar eminence. It bled a little, after which the little finger began to draw down, and, during the night, the other fingers of the hand followed suit, until the fingers became tightly flexed. The spasm did not involve the thumb. He was so upset about it, that he came to hospital in the middle of the night. I saw him next morning, and he had complete flexion of the four fingers. One could bend the fingers back, but the hand wvas completely anesthetic. Faradism and suggestion dissipated the spasm. In this present case there is no anaesthesia. This next patient was wounded last year: a piece of shrapnel injured the upper and outer forearm. A splint was applied, and the fingers kept straight: it was-retained for five weeks. On removing the splint the fingers began to contract in flexion, mostly on the ulnar side. There is now complete contracture, somewhat like that in the first case. He says the bandage was tight and the fingers became discoloured; this made me think of the possibility of Volkmann's ischemic contracture, but I do not think it is that. He has a painful flexor spasm of the little and ring fingers, so that when passive extension is started he complains of severe pain, which he refers to his palm -rather than to his forearm: the pain is most marked when drawing on the ring finger. I show it as a case of hysteroid flexor spasm of fingers.
Under hot water the spasm relaxes somewhat. The next case is somewhat similar: I show it as hysterical flexor contracture. He also has ulnar nerve injury: a rifle bullet passed through the lower forearm, fracturing the bone. A splint was applied, and an attempt to relieve by operation was not sttccessful, as now there is fairly complete ulnar nerve palsy. There are large contractions to galvanism, thus differing from -the other case, although he has this flexor contracture with organic shortening now. He has obvious hysterical weakness of all the movements of his wrist, fingers and forearm, and there are jerky, ill-sustained contractions, such as one sees in hysteroid weakness.
Clonic Facial Spasm.-This next patient was wounded in the left parotid region, twice in two years in the same place. The first was in 1916, when teeth were knocked out, and he had no facial spasm. The second time was on July 31 last, and no teeth were removed. A week later, the contractions of the left facial muscles began. For three months they got progressively worse, and after that the condition remained stationary, as you see it now. You will note the violent contractions in the anatomical distribution of the nerve. The occipitofrontalis is not so much involved' as -the other muscles, notably the platysma, ear muscles, orbiculares oris et palpebraruin and the zygomatici. I ascribe this to mechanical irritation of the facial nerve from the scar.
Facial Tic.-This last patient was wounded on July 25, 1916 . He was holding a Lewis gun when it was hit by an enemy muachine, gun, spatteriAg his face with pieces of metal, which were afterwards picked out by his, medical officer. No spasm was noticed until immiiediately after the extraction of the bits of nmetal, when the twitching cornmenced. The spasms gradually improved until last April, nine muonths after receiving the wound. He then got severe shell shock from the collapse of a dug-out, developing neurasthenia, mliany of the symptoms of which still persist. In October the spasm on the left side of his face was very violent, and involved the depressors of the lowet jaw, not only the platysma, but the mylo-hyoid probably; the jaw was pulled down with considerable force, even when the platysma was not working, showing it was not facial spasm such as the other patient had. The right side also was somewhat involved at first in this case. I regard this as facial tic, not as facial spasm due to irritation of the nerve.
Mr. JOCELYN SWAN.
This patient was wounded on September 21, 1917, being spattered with shell fragments in the back of his left thigh, left calf, and the lower part of his left leg. -The wounds were very slight, and no operation was performed. He was admitted to a hospital, but was marked out as convalescent on November 10, six weeks after the infliction of the wound. On November 30, whilst at a Command Depot, he noticed what
